A 69-year-old female developed severe bradycardia and hypotension following attempted endotracheal intubation for a scheduled varicose vein ligation and stripping procedure. Computed tomography angiography (CTA) imaging of the neck performed to denote the etiology of the vasovagal event demonstrated bilateral retropharyngeal internal carotid arteries (ICAs). Panel A shows an axial view of the close proximity of both ICAs posterior to the pharynx and anterior to the C3 vertebral body. There is bilateral convexity of the pharynx due to the presence of both ICAs in the retropharyngeal space. Panel B shows a three-dimensional reconstructed CTA coronal image of both carotid arteries ascending in a medial course prior to entering the skull base. Panel C shows a sagittal CTA image with the ICA in close proximity to the cervical vertebrae.
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The estimated prevalence of retropharyngeal ICAs is between 2% and 3%. 1 The carotid arteries are embryologically derived from the third aortic arch and dorsal aorta.
By week 8, the dorsal aortic root descends into the chest resulting in straightening of the ICA. Incomplete descent of the dorsal aortic roots may lead to kinking of the carotid arteries with resultant medialization to retroesophageal and retropharyngeal positions. 2 Symptoms associated with retropharyngeal ICAs include dysphagia, dysphonia, and the sensation of a foreign body in the posterior pharynx. 3 Significant medial and superficial ICA displacement has been noted to cause or potentiate obstructive sleep apnea. 2 Procedures enabling visualization of the oropharynx (e.g. intubation, esophagogastroduodenoscopy, etc.) carry some risk of pharyngeal submucosa laceration and esophageal perforation, even with normal anatomy, and thus should be performed very cautiously among those with retropharyngeal ICAs. 2 Retropharyngeal ICAs dramatically increase the risk for catastrophic hemorrhage during surgical procedures involving the tonsils and pharynx as well as procedures involving blind introduction of a foreign body into the pharynx (e.g. chronic nasogastric tube, transesophageal echocardiography probe, etc.). 2 The pronounced bradycardia and hypotension observed following intubation of the patient described in this report may have been caused by increased vagal tone secondary to direct carotid sinus stimulation from the endotracheal tube. To our knowledge, this is the first reported case of a vasovagal event following attempted intubation in a patient with bilateral retropharyngeal ICAs' carotid arteries. Severe complications reported involving retropharyngeal ICAs' carotid arteries are rare; this is not an absolute contraindication for most procedures involving the oropharynx. No surgical treatment is necessary for this anatomical anomaly. Careful history and physical examination is required to reduce the potential complications that can result from retropharyngeal ICAs'.
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